MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63-017290

OEPARTMENT OF FPUBLIC HEALTH AND WELF 3

J S STATE FILE NUMBER
DO NOT WRITE AMENDED Registratign District No. _______ —w—Primary llegfm.mor_n District No. . R ar's No. / 6
ON THIS STUB

1. PLACE OF DEATH d 2. USUAL RESIDENCE {Where deceased livad. If institution: Residence before

a. COUNTY St Francois. a. STATE Mo. b, coums £t Fr 8;11 coi admission)
b. CITY {If outsida corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

OR .
Town Farmington,mo-QuRrRAL own Esther,Mlasourl, ve: )}’ o O

c. FULL NAME OF (If NOT in hospital, give location) inside Limits o, STREET {If cutside; give locatian) Reside on Farm
HOSPITAL OR a ADDRESS '
isTTion Mineral Area Hospitali=} MD ' Yes O do )

VS 300
Rev. 4/ 59

'o94p |
20 940

DATE AMENDED

3. NAME OF DECEASED First Middle - Last - 4. DATE Month
(Type or print)

3

— | Lillie Lucas. DA ADpril D5 ,196%.
5
6

Day Year

5. SEX - 6. COLOR OR RACE 7. Married [) Never Married [ 8. DATE OF BIRTH | 9- AGE {last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

- Widowe Divorced [ Months Days Hours | Min,
Female white. xR et 1878 84,
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY! ElRTHPLRCE (City and-state or wunh-y) 12. CITIZEN OF WHAT COUNTRY

Hg,{rg go: of wErklng life, aven if retired) Houﬁﬁ:"'fif“ _ Bonne Terre Mo. Ue.S.A .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME - 14. NAME OF HUSBAND OR WIFE

William Burgess. Mattlie Rurns. w1111am Luca.a(Dech)_

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NQ. | 17. INFORMANT ddress

{Yaz, or unknown}[ [If yes, give war or dates of servi
NS v Mra. Cecil Reeder Eather

1B. CAUSE OFPEE?TIH (Enter only one uuueD per line oy rerwre e r e INTERVAL BETWEEN

- DEATH WAS CAUSED BY. : Z _ ONSET AND PEATH
IMMEDIATE CAUSE (o] . P 2% .

DOCUMENT

Conditions, if any,]." vy d ’ - .V g ’ m o ; /Im"‘

which ‘gave rise to . ;

ebove cause [a),

stating the under- P p

lyinq.'.:auw last. —

FART 11. OTHER SIGNIFICANT CONDITIONS CONMRIBUTING TO DEATH but not related 1o the terminal PART 111, if docund was  female was
disease condition given in PART | (a) . there a prognancy in last 90 deys.

' IDYH]{NoIDUnImown

19, WA TOPSY 20! ACClDENT SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART 11 of itera 1B.)
c- Pegﬁw ] M o

j
ves Y NO ] e

-20c. TIME .OF Houl Month, Day, Yoar
, - INJURY a.m.
~ p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, 20f. C1TY, TOWN, OR LOCATION COUNTY STATE
WHILE AT, WORK (] farm, factory, preet, office bldg., eic.)
.NOT WHILE-AT WORK [] .

2.1 attendad the deceasad fro _ ] ‘%&M nd last saw malwe or\m
l f on the date stated sbove, and to the best of my k Iedge. from the cavies stated

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

Sx

y ¢ MEDICAL CERTIFICATION

:';

USE BLACK'INK
OR
TYPEWRITER RIBBON

N -

Death oc:urrad o

Z2c. DATE SIGNED

SHOULD READ *-

234, BURIAL, CREMATION, | 23b. DATE 73<. NAME OF CEMETERY OR CREMATORY L i R ) .
REMOVAL (Specify) 1 i

Burial 4-28-63 Woocd-~-Lawn Cem,

24, FUNERAL DIRECTOR AGORESS % DATE RECD. BY TOCAL REG. | 6. : %
Caldwell & Spons Flat River,Mo MQ? [‘?é i) ‘ _

e N [/A'S
{Licensed Embalimer’s Sf‘umem on Reverss: Slde) .

BY AFFIDAVIT OF

ITEM NO.




: ~.STATEMENT-BY, LICENSED EMBALMER -

e -
- e ) L L Tan -
R T T Sl T e T I - R et e -
| Wereby certify that the body whose namezis recorded on the raverse side of this certificate was embaimed by me,
— -l . ~ ~_ . D L 2 i
P P

D M R M A D S e DR A I FeN Lo L.

or by i - : . Do , Sﬂ.ldent Embalmer No. :

i,

- ~.
,‘_\. . . -

,-r

hork:ng under my personal supervision.

Srudent - i - ) Slgnedwaﬂ_ M

Signature of Student Embalmer
Llcensed Embalmer No go 951

Note The above MUST BE SIGNED BY THE ‘[ICENSED EMBALMER nn,,,hl\
wnh the above constitutes. grounds for revocation of Incense)
If embalmed hy a STUDENT, he also.shall sign uv-l'y OWN handwrmng
> lf thl§ body is. net ambalmed; fﬁct. should be 50" stated above




